Adjusted for patient and physician characteristics and hospital fixed effects. Standard errors were clustered at physician level. The total number of physicians varies between the continuous and categorical analyses because some physicians moved to a higher age category during the study period. * Estimates should be interpreted as an average odds ratio across all physician age categories. Adjusted for patient and physician characteristics and hospital fixed effects. Standard errors were clustered at physician level. The total number of physicians varies between the continuous and categorical analyses because some physicians moved to a higher age category during the study period. * Estimates should be interpreted as an average odds ratio across all physician age categories. Adjusted for patient and physician characteristics and hospital fixed effects. Standard errors were clustered at physician level. The total number of physicians varies between the continuous and categorical analyses because some physicians moved to a higher age category during the study period. * Estimates should be interpreted as an average odds ratio across all physician age categories. Adjusted for patient and physician characteristics and hospital fixed effects. Standard errors were clustered at physician level. The total number of physicians varies between the continuous and categorical analyses because some physicians moved to a higher age category during the study period. * Estimates should be interpreted as an average odds ratio across all physician age categories. Adjusted for patient and physician characteristics and hospital fixed effects. Standard errors were clustered at physician level. The total number of physicians varies between the continuous and categorical analyses because some physicians moved to a higher age category during the study period. * Estimates should be interpreted as an average odds ratio across all physician age categories. Adjusted for patient and physician characteristics and hospital fixed effects. Standard errors were clustered at physician level. The total number of physicians varies between the continuous and categorical analyses because some physicians moved to a higher age category during the study period. * Estimates should be interpreted as an average odds ratio across all physician age categories. Adjusted for patient and physician characteristics and hospital fixed effects. Standard errors were clustered at physician level. The total number of physicians varies between the continuous and categorical analyses because some physicians moved to a higher age category during the study period. * Estimates should be interpreted as an average odds ratio across all physician age categories. Adjusted for patient and physician characteristics and hospital fixed effects. Standard errors were clustered at physician level. The total number of physicians varies between the continuous and categorical analyses because some physicians moved to a higher age category during the study period. * Estimates should be interpreted as an average odds ratio across all physician age categories. Adjusted for patient and physician characteristics and hospital fixed effects. We used the independent correlation matrix with observations clustered within hospitals. The number of observations in each physician age category was unavailable because some hospitals were excluded from the sample due to complete or quasi-complete separation. * Estimates should be interpreted as an average odds ratio across all physician age categories. The total number of physicians varies between the continuous and categorical analyses because some physicians moved to a higher age category during the study period. *Estimates should be interpreted as an average odds ratio across all physician age categories. Adjusted for patient and physician characteristics and hospital fixed effects. Standard errors were clustered at physician level. The total number of physicians varies between the continuous and categorical analyses because some physicians moved to a higher age category during the study period. * Estimates should be interpreted as an average odds ratio across all physician age categories. We conducted a formal test to assess the extent to which an unmeasured confounder might explain the difference in patients' 30-day mortality between physicians aged <40 years and physicians aged 60 years or older, which is the adjusted odds ratio [OR] of 1.17. P 0 and P 1 denote the proportion of patients with the unmeasured confounder among patients treated by young physicians and those of old physicians, respectively. Γ represents the strength of association between the unmeasured confounder and mortality. We modeled that patients with the unmeasured confounder have Γ times the odds of death (Γ>1) compared with patients without it. In order to use a realistic value for Γ, we selected two comorbidities from the Elixhauser comorbidity conditions that are associated with high risk of death: congestive heart failure (adjusted OR, 1.30) and solid tumor without metastasis (adjusted OR, 2.15). Details about the method can be found elsewhere. 1 P 0 and P 1 denote the proportion of patients with the unmeasured confounder among patients treated by the youngest age group of physicians (<40 years of age) and those of oldest age group (≥60 years of age), respectively. The numbers in the table represent the odds ratio that would have been estimated with varying degrees of differential confounding. For example, if there were no confounding or if the confounder affected the two age groups equally, we would obtain the adjusted odds ratio of 1.17, which is the value shown in Table 2 for the 60 years and over group compared to the under 40 years group. Thus, the main diagonals of both matrices are 1.17. For an unmeasured confounder that is as impactful as congestive heart failure (adjusted odds ratio [OR], 1.30), even a 50 percentage point difference in the prevalence of the unmeasured confounder between patients of young and old physicians (0% vs 50%) cannot fully explain the observed difference in patient mortality since the adjusted odds ratio would still be 1.02. If the effect of the unmeasured confounder is greater, for example if it is as influential as a solid tumor without metastasis (adjusted OR, 2.15), then a 10 percentage point difference in the prevalence of the unmeasured confounder (e.g., 0 vs 0.1) would have resulted in an estimated adjusted odds ratio of 1.05. In other words, even this difference with a strong confounder cannot fully explain the observed difference between the oldest and youngest physician groups in patient mortality. Given that the observed difference in prevalence of comorbidities between groups was < 2% across all conditions included in the Elixhauser comorbidity index, it seems highly unlikely that the prevalence of the unmeasured strong confounder would differ by more than 10 percentage points across physicians of varying age. Adjusted for patient and physician characteristics and hospital fixed effects. Standard errors were clustered at physician level. The total number of physicians varies between the continuous and categorical analyses because some physicians moved to a higher age category during the study period. Abbreviations: GLM, generalized linear model; OLS, ordinary least square * Estimates should be interpreted as an average odds ratio across all physician age categories. **Adjusted differences are presented as percent changes for GLMs and absolute differences in cost for OLS. Non-elective admissions are defined as either emergency admissions or urgent admissions. The above analysis focused on emergency admissions and elective admissions, as noted. Among elective admissions, those with physician age ≥50 years old were categorized into a single group due to the small sample size of elective admissions. Multivariable linear probability models were used instead of logistic regression models. Patients aged 20-64 years were eligible for Medicare through disability and are therefore not reflective of the overall US population aged 20-64 years. This analysis was conducted to explore whether the relationship between physician age and patient mortality observed in the Medicare population aged ≥65 years might hold in a younger hospitalized population as well.
Hospitalizations for which physicians were aged ≥50 years old were categorized into a single group due to the smaller sample size of these admissions. Multivariable linear probability models were used instead of logistic regression models.
